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10. When a piece of the suspected tissue is removed for
microscopic examination and no evidence of carcinoma is found,
the existence of a simple stricture must not be inferred.

SOCIETIES' PROCEEDINGS.

ROYAL SOCIETY OF MEDICINE.—OTOLOGICAL
SECTION.

February 21, 1913.

DR. J. DUNDAS GRANT, President of the Section, in the Chair.

An Examination of both Temporal Bones from 120 Individuals,
made with the View of Deciding the Question of Symmetry.—
Arthur H. Cheatle, F.R.C.S.—Mr. CHEATLE showed lantern-slides of
some of the more interesting points. Symmetry was present in eighty-
two, and asymmetry more or less marked in thirty-eight. The diploetic
infantile type, which is so important in suppuration, was present in forty-
four, in twenty-four on both sides, and in twenty on one side only ; of
these twenty, seven were so asymmetrical as to affect the course of
suppuration and X-ray photography, that is to say, that the diploetic
type which would give a dark shadow was present on one side, and a
cellular mastoid on the other. Marked symmetry of the mastoid cells
was shown in several sets. The extension of cells into the digastric fossa
sometimes caused a "digastric bulla" on one side only, or unilateral
extension into the occipital bone caused an "occipital bulla." The lateral
sinus and sulcus jugularis were larger on the left side in thirty-two sets.

The PRESIDENT (Dr. DUNDAS GRANT) said that Mr. Cheatle had shown
that though the chances were in favour of symmetry, on the whole thf
exceptions were also very numerous.

Osteoma of the Mastoid.—E. B. Waggett, M.B., and E. D. Davis,
F.R.C.S.—A case similar to that exhibited at the November meeting. A
woman, aged thirty-six, complaining of deafness of four months' duration,
had discovered the presence of the tumour accidentally. A hard hemi-
spherical tumour the size of a bantam's egg projected behind the ear in
the antral region, and also obstructed the nu'iil us. ()b>{ nici lve deafness.
Operation: Skin incision following contour of growth. Hugh JonesV
meatal flap. The tumour proved to be sharply defined from the normal
outer table by a groove. As the position of the lateral sinus could noi
be made out in the skiagram, a trench was carefully cut with the electric
burr until mastoid cells and normal diploe were exposed at all points,
when a few taps of the chisel brought the tumour away. Its inner aspen
proved to be well defined, and the tumour, which measured 1 in. by 1 i1:

by | in., a flattened ovoid, and consisted throughout of dense bout-.
After the removal of wax, the drum-head was seen to be normal, and tin
mastoid process to be of the pneumatic type with a large antruiu
separated by a shell of bone from the sinus; all mastoid cells wen
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removed, and in lining the large cavity created Hugh Jones's flap was
found very convenient to manipulate owing to its long and flexible pedicle.
It was suggested that the flap might with advantage be split longitudin-
ally in order to furnish eight growing epithelial edges.

Mr. CHEATLE said in order to make the X-ray picture of the temporal
bone easier to interpret, the external auditory rneatus should be filled with
bismuth paste.

Mr. JENKINS asked whether the osteoma was entirely within the
mastoid, and not reaching the surface, either through the meatus or
externally.

Dr. URBAN PRITCHARD said he had encountered two instances of the
condition. One was a specimen which Mr. Harvey had ; it was simply
sawn off, and the bone proved to be very dense. The other patient had
the condition symmetrically, and it had persisted twenty-five years with-
out causing her trouble.

Mr. WAGGETT replied that it was an osteoma of the outer table, and
projected like a chestnut at the back of the ear, and into the meatus,
obstructing it.

A Periosteal Lining Flap in the Radical Mastoid Operation.
—P. Watson-Williams, M.D.—The skin incision extends from just
above the highest point of attachment of the pinna, curving outwards and
backwards, well within the margin of hairy scalp, curving forwards below
to the mastoid tip. The skin and soft tissues, save only the periosteum,
are dissected forwards to the margin of the bony meatus.

The periosteal incision divides the periosteum along the superior and
posterior margins of the bony meatus, and is carried horizontally back-
wards from near the lowest point of the nieatal incision, so that the whole
of the mastoid periosteum, excepting that of the tip, may be reflected
backwai'ds and upwards.

After conclusion of the operation, after the meatal flap has been made,
'lie periosteal flap is brought down over the upper and posterior wall of
t lie resulting mastoid cavity, and retained in situ by the packing. With
Komer's flap the packing lies between the periosteum and the flap.
This method supplies the posterior and inner walls of the mastoid bone
cavity with a periosteal covering, which quickly attaches itself to the bone
iud promotes rapid granulation over which the epithelium from the edges

(|f the concho-meatal skin-flap extend rapidly. The more rapid formation
('f granulations lessens the size of the healing cavity, and thus decreases
the area for epithelialisation.

The PRESIDENT said he presumed the flap speedily became covered
with granulations. He would like to know whether Dr. Watson-Williams
found that his method shortened the duration of after-treatment, or
whether it diminished the size of the after-cavity without leaving the
little recesses which gave so much trouble. It Avould be agreed that the
•lesideratum was to come as near the results obtained with skin-grafts as
possible. The only objection to the skin-graft was that it generally
meant a second anaesthetic and operation.

Dr. URBAN PRITCHARD asked whether Dr. Watson-Williams con-
sidered that a covering of epithelium formed more quickly than if it were
bare bone and ordinary granulations wei-e left to form. He had always
wanted to have a method of filling up the new cavity as much as possible;
;t would save much subsequent trouble.

Mr. CHEATLE said he believed the method had been anticipated by an
American surgeon.
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] Dr. COGHLAN (Portland, U.S.A.) had never previously seen the flap
$ f now described by Dr. Watson-Williams, aud did not know that it had

been described in the States.
Mr. C. E. W E S T considered the question of speed of healing was

114 < 1 important. He could see that periosteum laid down in that way would
itllljU take, because it was periosteal graft on bone. But his own experience of

* periosteum was that it was about the most obstinately granulating tissue
in the body, and that it was difficult to get epithelium to spread over the

• I granulating periosteum. Why not put a skin-graft on bone ? It would
*SS« adhere.

iJffL Mr. SYDNEY SCOTT said that during the last three years he had made
1 use of a periosteal flap, but he had not regarded the procedure of any

. 11 particular importance; it simply amounted to this, that instead of cutting
fffin away the periosteum, the periosteum covering the outer surface of the
,irfcl I mastoid process was retained, and when packed into the operation cavity

l{i it helped to fill it up, so that less packing was required, and the skin-
1 I graft which was applied at the same time need not be quite so large.

Mr. CHARLES H E A T H said the pericranial flat which he had devised,
and used for many years in acute and chronic, radical or conservative
operations, was a rather smaller one than that now depicted by Dr.
Watson-Williams, the upper incision defining the flat being, like the
lower one, horizontal. He (the speaker) had used such flaps in all cases
since 1906, and if he had found any reason to vary it he would have done
so long ago.

I , Dr. DAN M C K E N Z I E said he had used Mr. Heath's flap for a long
" time, and at the operation it looked very nice, but his own feeling was

much in the same direction as Mr. West's, that it was very prolific of
granulations; there seemed to be a tardiness of epithelialisation after a
periosteal flap.

Mr. H U G H JONES said W. L. Ballenger laid stress on the retention of
the periosteum, but he did not think that surgeon made any formal flap.
He wondered what was the effect of that and similar procedures on the
growth of bone. When cases operated upon years ago, in which, pre-
sumably, the periosteum was destroyed or removed, were opened up
again, there was found to be lipping of the bone, and sometimes the cortex
seemed to have grown over so as to almost obliterate the surface opening
but leaving a large cavity within.

Mr. MARRIAGE, remarking on the President's statement that the
objection to grafting was that it required a second ansesthetisation and
operation, said that for years he had put the graft on at the time of the
first operation; then there was no occasion to worry about the flaps, and
the graft would take in every instance. Epithelialisation of the cavity
occurred in three or four weeks, and that seemed the ideal method. He
always used the graft which was first introduced by Mr. Ballance.

Dr. COGHLAN agreed with Mr. Marriage about the flaps, and in his
part of the States all did primary skin-grafting, and with very good
results. Some of his confreres in San Francisco had had some wonderful
successes in such cases. Primary skin-grafting cei'tainly seemed to be
the best.

Dr. WATSON-WILLIAMS replied that some time elapsed before
granulations sprang up on the bare bone of the mastoid cavity, but the
periosteum attaches itself quickly to bone, its natux-al habitat, and the
cavity then granulates up more quickly. In answer to the President,
Dr. Watson-Williams said his impression was that the method shortened
the period of healing. The grafting of the periosteum made the cavity
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smaller, hence there was less space to fill up. Hence, even if the rate of
epithelialisation were less, it w ould be compensated for by the smallness
of the cavity to be covered. He had used the method for some years.

Otitic Abscess of the Pterygoid Region drained through the
External Auditory Meatus; Recovery.—By DAN MCKENZIE, M.D.—
The ptervgoid abscess followed suppurative labyrinthitis with facial
paralysis in a case of chronic suppuration of the middle ear.

Male, aged twenty, was admitted to hospital on August 21, 1912, with
suppuration of the left ear and facial paralysis. History : Purulent dis-
charge and deafness in the left ear of eighteen years' duration, attributed
to scai-let fever. Some increase iu the discharge during the last two
weeks. Sudden appearance of facial paralysis five days before admission.
Never any vertigo, nausea, or vomiting. Present condition: There is a
large perforation in the postero inferior segment of the membrana tym-
pani. No pain, tenderness, or swelling of the mastoid region. Hearing :
Does not hear watch on contact. Weber lateralised to the right; Schwa-
bach + 5: Rhine minus. No loss of high notes with Galton's whistle,
but with Bai-any's noise machine in the right, ear the patient was unable
to hear any sound in the left. Slight spontaneous nystagmus to both
sides, but rather more marked to the right. August 22 : Radical mastoid
operation and labyrinthotomy. The mastoid antrum was small and
deeply situated. Disease of the bone was found to be chiefly located in
the region of the aqueductus Fallopii. A fistula was discovered in con-
nection with the external semicircular canal. The fistulous opening was
enlarged, the outer wall of the canal being broken down with the labyrinth
chisel. Inferior vestibulotomy was then performed through the wall of
the promontory.

After the operation the patient did not make good progress. Purulent
discharge continued to flow from the ear, the auricle became inflamed, and
the post-aural wound did not unite ; in short, the operation area looked
as if it had become septic. As time went on the local inflammation sub-
sided, although the headache continued.

On September 21 lumbar puncture was performed, and 20 c.c. of clear
••erebrospinal fluid was withdrawn. Next day the headache had dis-
appeared, and as the other symptoms were moderating the patient was
discharged, although he still continued to attend as an out-patient.

For a month the ear continued to discharge more or less, and on October
~S he complained of severe pain in the ear and head, with swelling of the
nice. There was marked cedema of the left side of the face affecting
chiefly the temple and zygomatic region, and also the left cheek
tnd orbit. He complained also of pain on eating, so severe that he was
uiable to masticate his food. On examination it was seen that the lower
jaw was fixed in a half-open position. Attempts to open the mouth wider or
to close it gave rise to much suffering. Pain was also felt on swallowing,
uid on inspecting the throat marked swelling and redness of the left
tonsil and left side of the pharynx were observed. Temperature, 100'6° F.
No rigors. A diagnosis of pterygoid abscess was made, and on October
-4, under chloroform, the post-aural wound was reopened, the auricle
•̂eing reflected well forward. The anterior wall of the osseous meatus

was then exposed, and removed with a gouge in such a way as to form a
"vindow through it, deep to the temporo-mandibular articulation, and
dose to the tympanum. On removing the bone a considerable quantity
(>f pus under pressure flowed into the meatus. After the evacuation of
r lie abscess a probe was inserted into the cavity and passed down towards
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the pharyngeal region, where its point could be felt with the finger in the
mouth. The bone of the under surface of the petrous portion seemed to
be bare. The cavity was packed with gauze and the auricle was replaced ;
but the post-aural wound was left open for drainage and inspection.

Intermittent fever continued for a week after the operation, and then
the temperature fell to normal. The oedema of the face rapidly disappeared,
and with it the stiffness of the jaw. Relief to the pain was experienced
immediately after the operation. A few weeks later the cavities had
closed and the ear had become epithelialised. The facial paralysis
remains.

Otiticpterygoid abscess, or pharyngeal abscess as it is sometimes called,
seems to be rare, as only some fifteen cases have been recorded. Most of
these have been drained by pharyngeal incisions. As far as I have dis-
covered the route successfully adopted in this case does not seem to have
hitherto been tried. Attention is directed to the group of symptoms
manifested by this patient, which was so characteristic as to lead to the
correct diagnosis of the seat of the abscess.

Mr. A. CHEATLE said he had been concerned with three instances of
this trouble. The first was a specimen which he found post-mortem, in
which there was an abscess lying behind the jaw, and a carious opening
in the meatal wall, leading to the abscess. The patient was operated
upon by his brother fifteen years ago, and death resulted from lepto-
meningitis and tempoi'o-sphenoidal abscess. There was a definite hole in
the meatal wall leading to the abscess cavity, and a rod was passed
through it. The second case he operated upon, and it had much the
same characteristics as Dr. McKenzie's ; it was reported in the Trans-
actions of the old Otological Society, vol. viii, p. 45. At the operation he
found a labyrinthine sequestrum. The anterior meatal wall was replaced
by a granulating hole, and his finger could pass through that into a big
abscess-cavity behind the jaw to the tonsil. He did not drain the abscess
through the pharynx, but put an aneurysm needle into the depth of the
cavity, brought the point up into the neck, and made a counter-opening
in a line with the anterior border of the mastoid process. The case did
very well. The third case he saw in consultation, and there the trouble
in the anterior meatal wall led to an abscess, which pointed into the
pharynx, where it burst. Dr. McKenzie did not suggest how the pus got
to where it did. He (Mr. Cheatle) suggested it got there by caries of the
anterior meatal wall.

Mr. SYDNEY SCOTT recalled having seen one example of suppuration
in the region occupied by the pterygoid muscles on the right side, in a.
patient who died with Bezold's mastoiditis and a temporo-sphenoidal
abscess on the same side.

Mr. JENKINS asked whether Dr. McKenzie would adhere to the name
pterygoid abscess, as that did not seem to be the situation of the suppura-
tion in this case. He believed the abscess must have been situated
external to and in front of the tympanic plate, and through the deep cer-
vical fascia that passes up deep to the parotid gland to be attached to the
vaginal process of the tympanic plate and spine of the sphenoid. This
space defined by fascia reaches to the lateral wall of the pharynx, and so
it is explained how Dr. McKenzie found the abscess reaching that region.
The abscess would be deep to the parotid gland.

The PRESIDENT asked what were the indications for opening the
labyrinth in this case, seeing that there was an absence of vertigo, nausea,
or vomiting.

Dr. DAN MCKENZIE replied that he considered he was justified in



June, i9i3.] Rhinology, and Otology. 311

, opening the labyrinth at the time, but since then he had not felt so clear
about it. There had been deep-seated pain, facial pai'alysis, and total
inability to hear with that ear as tested with the noise machine. It was
because of the subsequent history of pterygoid abscess that he showed
the case. With regard to that name, the abscess was a swelling which
was interfering with the pterygoid muscles situated in what the anatomy
hooks called the pterygoid region. No doubt the deep parotid region
••vas involved, but to have called it "parotid abscess " would have given
.in impression which he did not wish to convey. It began in the ear and
<o could not be called " pharyngeal abscess." He proposed, therefore, to
.idhere to the name he had chosen. He was sure there was no caries or
i tone disease in the bony meatal wall; but with a probe he found the
hone bare in the inferior petrous region. He did not think, therefore,
the disease had reached the pterygoid region by implication of the bony
wall of the meatus.

Epithelioma of the Left Auricle.—G, N. Biggs, M.B.—Specimen
shown from a patient, female, aged sixty-two. The growth had been
present for five months, commencing as a small nodule, which in about
six weeks began to break down and ulcerate. Previous to appearance of
i lie growth the auricle had been normal, and there was no history of
injury. Slight shooting pain was present at first, but there had been
none since, neither had there been any attacks of haemorrhage. There
was no involvement of the lymphatic glands.

ProgressiYe Bilateral Deafness following Epidemic Cerebro-
spinal Meningitis.—H. J. DaYis, M.B.—The patient, a boy, aged six,
was sent for an opinion as to whether anything could be done to improve
f he hearing or not. Three years ago the child had cerebro-spinal menin-
gitis and nearly died ; the hearing power has since become worse and
worse, until, at the present time, he hears nothing with the left ear, and
with the right ear appears just conscious of sound when a Bar/mv alarm
apparatus is suddenly released in the meatus. He responds to this by
•losing the eyes, but as far as could be made out he hears nothing else.
Neither labyrinth responds to the caloric tests, and the boy is impene-
trably deaf. Hearing no conversation the child naturally speaks less and
'.ess, and if not suitably instructed he will become a deaf-mute.

Mr. CHEATLE asked why it was called progressive deafness; surely
•leafness occurred once and for all during the attack of cerebro-spinal
meningitis. He did not think the hearing was improvable—he must
•earn lip-reading.

The PRESIDENT did not doubt that the boy could hear somewhat at
present, though he was becoming worse. The tympanic membranes
seemed to him to be in-drawn.

Dr. BAN MCKENZIE did not regard the child as impenetrably deaf, as
his mother could make him hear, and had taught him to say some words,
• Ithough the deafness had come on before the speech period.

Dr. URBAN PRITCHARD did not regard the child as so backward as
1he notes suggested.

Dr. H. J. DAVIS, in reply, said that by progressive deafness he meant
1 hat the hearing had slowly deteriorated. He believed the labyrinth was
not destroyed at the time of illness, for the mother said he was now

than before. When one was speaking the boy looked intently at
speaker's face.
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Sudden Deafness following Scald to Membrana Tympani by
Steam.—H. J. Davis, M.B.—The patient, a manageress in a laundry,
aged twenty-nine, removed the lid off a cauldron. The steam escaped
into her face, she turned her head sideways to avoid it, and at once felt
acute pain in the ear and became " stone deaf " on that side. Locally
there was nothing visible beyond blebs on the membrane and an ex-
foliating meatus, but the hearing on that side was lost to the whole range
of forks. The membrane never perforated, and as the acute symptoms
subsided hearing was restored and is now normal.

Mr. CHEATLB said he assumed that " stone deaf " was the patient's
own expression. He had seen one case in a lady who was carrying a
kettle full of boiling water upstairs, when she tripped, and some of the
water entered her ear and burned a hole in her membrane. Her hearing
subsequently became normal.

The PRESIDENT considered that there was a large psychical element
in this case, as in cases of hysterical deafness following shocks.

Mr. WESTMACOTT said that he had recently seen a case of simulated
deafness. It was that of a weaver who was working at a loom when she
fell, and was said to have run a pointed instrument for picking up cotton
into the ear and perforated the drum, causing her to be stone deaf. A
fortnight after the accident, when he saw her, there was a small punctured
wound in the posterior wall of the meatus only and not far from the
orifice. Testing her with Barany's noise apparatus, however, revealed
that there was no deafness at all.

Deafness in Myxcedema.—H. J. Davis, M.B.—The case
exhibited is one of three cases of myxoedema in women, presenting all
the classical signs of the disease. In each instance they came to the
Aural department first, as " they had come about their hearing." Their
condition was obvious, and they were treated with thyroid extract, 5 gr.,
twice daily to commence with. In all there was mai'ked improvement in
hearing part JMSSU with improvement in general condition. The patient
exhibited, a woman, aged forty-seven, I first saw in June, 1910, the tuning-
fork tests pointing to affection of middle ear. A watch was inaudible on
contact; membrane thin and transparent. After four months' thyroid
treatment she heard a watch at 6 in., and to all intents and purposes was
so well that she discontinued treatment; as she dropped back so did the
hearing, and this happened twice. I saw her last, after twelve months'
absence, on February 14. She is now in the same state as when I first
saw her—watch inaudible, Rinne negative. Another point of interest in
these cases is that audition is delayed—just as speech and movements are
•" deliberate " so is the hearing, e. g. when a vibrating fork is placed on
the mastoid she may at first say she does not hear it, and a few seconds
later she will say—" Oh yes, I do." I have no doubt she will improve, as
she has done before, with thyroid treatment alone.

The PRESIDENT had had two similar cases, and in both improvement
followed the administration of thyroid extract. He thought there were
two elements in the deafness in those cases; one was a narrowing of the
Eustachian tube, and the other the slowness of cerebral functions
associated with myxcedema, which added some " nerve-deafness " to the
case.

Epithelioma of Middle Ear invading the Middle and Posterior
Fossae of the Skull.—H. J. Davis, M.B.—Male, aged fifty-six. The



June, i9i3.] Rhinology, and Otology. 313

case was exhibited previously at the meeting on November 15, 1912,1 when
all that was visible was a malignant polypus protruding from the meatus.
Three operations have been performed. The patient cannot be now
shown as he is in intense pain—he is really dying of " earache "—and is
kept under the influence of opium in the form of ex. codeiae, i gr. ter die.

Photographs showing protrusion of auricle and the growth flitigating
through the meatus are exhibited.

Addendum.—The patient died on February 20, and specimens of the
temporal bone and the brain were exhibited, showing (1) the nodular
growth implicating the dura mater in the middle and posterior fossse ;
(2) the left half of the brain, showing a temporo-sphenoidal abscess lving
.tbove the growth. This had ruptured, and the patient died from sup-
purative meningitis. The under surface of the brain is invaded by
cancerous growth. Specimens in formalin.

Pathological report of swab from cerebral abscess: In film if, a long
< fram-positive streptococcus and a Gram-negative short bacillus. On
injar and hload serum a short Gram-negative, freely mobile bacillus was
u'rown ; This is probably Bacillus e<>fi.~]

Dr. DAVIS, in answer to the President, said that the patient was
relieved of pain when the wound was left open.

Mr. MARK HOVBLL mentioned a patient who was given doses of
morphia, increasing as the disease progressed, until she was taking 30 to
y> gr. a day, and on her bad days, 40 to 50 gr. She used to awake free
from pain, be quite cheerful, and take her food well, and to the end her
-offering was but slight, in consequence of the treatment adopted.

Dr. H. J. DAVIS, in reply, said that he supposed the pain was that
hie to tension consequent on expansion of bone, and to nerve irritation

n their implication.

PROCEEDINGS OF THE ROYAL SOCIETY OF
MEDICINE—LARYNGOLOGICAL SECTION.

January 10, 1913.

Mi;. HI-:RJ]KI;T TILI.KV, Prt*i<L)it of the Sfctiun, in tin1 Chair.

Obscure Case of Streptococcal Infection of the Throat.—
'ierbert Tilley, F.R.CS.—-On November 18, li>12, I saw a boy, aged

•a. who had been confined to bed for a fortnight because of an evening
•'nperature which regularly reached about lOi»J h\ Otherwise his general

• alth was good. Tuberculous glands had been removed from his neck
•'ivc years previouslv. At the commencement of his illness he had a slight
:'•' throat, the small tonsils were a little red and swollen, especially on

111 right side, where the corresponding gland under the angle of the jaw
:'>̂  tender oil pressure. These svmptoms <{iiicklv disappeared, but the

• -"liing rise of temperature continued. Careful and repeated examina-
"ii of the chest, e t c , failed to give any clue as to the caiiM' of pyrexia.

i'11' soft palate and fauces were a little congested, toi^ils snrill, and no
"••'udate in the mouths of the crypts.

November 20: I pressed out some foul-smelling exudatiou from each
1 JOVEN. OF LAUYXUOL., EHINOL., AXD UTOL., F<'l>ru:iry, 1913, p. 9;t.




